MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH —
FILED JUN 24 1 B63-024115

STATE.FI
Ryls_lraiiun District No. % — Primary Reginuﬁon District No. __3_ _.9_.,2.,. s Reglstrar’s No. _Z._Z____ LE NUMBER

1. PLACE OF DEATH . . 2. USUAL RESIDENCE (Where deceased fived. If institution: Residence before

5. COUNTY Howed L - _ : asa Mo, b. county A0 fd adriizsion)
b. CITY (I§ outside corporate limits, give TOWNSHIP only) tength of stay in 1b c. CITY . Inside Limits

Tgs\IN We-—di plm 3 C{% TOWN - pamon_a 7 Yes (J No [
Inside Limits

¢. FULL NAME OF. (1f NOT 'In hospitsl, give locstion) d. STREET- If outside, give i i
HOSPITAL O : ADDRESS (F cutsids, give'location) Reside on Farm
'"s“TU“ONRLV p /He.mo;ual /‘/OAp.{.ial Yes b Ne Ll R. _7 .D. Yes [0 Ne J

3. WAME OF DECEASED Firat, Middre Tast — s BATE — Month ey Your

{Type or print) i : .

- Robent Owen - Palmen vean  June 4, 7963 ,
5. SEX- o.'cotza OR-RACE 7. Married [] Never Marrisd [J |8. DATE OF BIRTH..| 9- AGE {last birthdey) [IF UNDER | YEAR | IF UNDER 24 HR

mde uh e . Widowed K] Divorced [ |.7 2 _]2_]8 ? 83 W ) Months | Days | Hours Min,

" 10a. USUAL CCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY| 11, BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY

R b sad ﬁ"ﬁfal"’é’fejcé ’ ' aevuwﬂe, Mo. U.S.A.

13a. FATHER'S NAME v 13b. MOTHER'S MAIDEN NAME DJAE OF HUSE. D OE WIFE

go/m F. Palmen . ,gw&. A. N&[AO)’I onis s ( dec. )

13, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SCCIAL SECURITY NO, INFORMANT . Address
(Yes, fio, or unknawn) | (If yes, give war or dates of
‘ I /na)u.e Hutcherson, West Plains, Mo.

18. CAUSE OFPDEATH [Bntar only one cause per [ir INTERVAL BETWEEN

ART |, DEATH WAS CAUSED BY: y : . Ny e e
IMMEDIATE CAUSE (s) 3 A ﬁag

. - L)
Conditions, If eny,]  DUE TO (b) A%A‘

DO NOT WRITE
ON THIS STUB AMENDED

VS 300
Rev. 4/ 59

DATE AMENDED

DOCUMENT

whith gave rise to . . T )

above causa {a), ot - .
stating the under- .

lying cause last. DUE TO (c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but. not related to the terminal JPART 1. 1 decassed was female was
© dissase condition’ given in PART | (a) thare a pregnancy in last 90 days.

: {0 Yes | 'O No | O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT' SUICIDE- HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury_in PART | or PART Il of item 18.)
PERFORMED? 0 (w] [m]

. TIME OF  Haur Month, Day, Year
INJURY a.m, -t
. p.m. \

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION. COUNTY
WHILE AT WORK farm, factory, street, office bidg., earc.) . .
NOT WHILE AT WORK [J yd 2, /

¥ i
21. | attended the deceasad {rom_lé T 'u_é#l{/_LL_nnd last saw EI'IVQ %3

B Durh occurred at. '. D M. m on the date stated sbove, end to the best of my knowledge, from the causes :flled

o 22s. JURE res oOf hﬂ.) 22b ADDRESS . 2%. DATE SIGNED
! % - Z /2~ E Lo ( .
23s. BU;!IAI., CREMATION, | 23b. DATE 23c. NAME OF .CEMETERY OR CRLMATORY .+ . |:23d. LOCATION (City, town, or: :oumy) {Srafte}

> Rggmizzm 6—6—63 . l /nacfeeu (—emef.g_é% _ lc";AL “fomona, HO

24, FUNERAL DIRECTOR ADDRESS 25. DATE RE . 24, R TRAR'S SIGNATURE
Robertsons, West Plains, No. /= /7-—‘43 3 &L&‘&L
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFEIDAVIT OF +

ITEM NO.




STATEMENT BY LICENSED EMBALMER

i He?ebyioeriify that the .body whose name is recdri:ied on thé.reverse] side of this certificate was embalmed by me,

orby_ : - __, Student Embalmer No.

working under my personal supervision. - ' M\i@
Student . Signed_ &I

Signature of Student Embalmer

Llcensed Embalmer No 3432

p.o. Address_ﬂe.di_ﬂm;u,_ﬂla.

.Note: The -above’ MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure lo comply
with the above constitutes grounds for revocation of license).
. .If.embalmed by a STUDENT, he also shall sign in his OWN handwrmng
. If this body is not embalmed, fact should be so stated above.




